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SOME EMERGENCIES OF DIABETES 


and HOW TO TREAT THEM* 
ORLANDO H. PETTY, M. D. 
PHILADELPHIA, PA. 


Very few, if any, of the emergencies in diabetes 
can be treated successfully without the use of 
insulin. Six years have passed since the dis- 
covery of insulin, and its efficiency in the treat- 
ment of diabetes has unquestionably been estab- 
lished by the thousands of diabetic invalids who 
have been restored to a happy and economically 
stable life. Yet almost daily I meet physicians 
who honestly doubt its efficiency and advise 
patients against its use, the most frequent state- 
ment being: “Insulin is a habit-forming drug.” 


This statement is definitely disproved by 
records of thousands of cases many of them 
being physicians, who, in the beginning of their 
treatment, required as much as 40 or 50 units of 
insulin daily, but after several months required 
only a careful dietary regimen to keep urine 
sugar free and blood sugar normal, at the same 
time maintaining their normal physical and men- 
tal efficiency. 


Another erroneous idea concerning insulin, and 
it applies especially to the treatment of an emerg- 
ency of diabetes, is that insulin is not effective 
in the treatment of severe acidosis and coma if 
the patient has previously been treated for these 
conditions and insulin used. 


Our records reveal many cases who have been 
in coma two or more times with a C02 combining 
power under 20, occasionally under 10, and re- 
stored with the aid of insulin. 


While there are many preparations on the 
market which their producers claim to be a sub- 
stitute for or an aid to insulin, none of these 
producers has dared make the claim that their 
insulin-like product was in any way effective in 


*Read before the Medical Society of Delaware, Rehoboth, Sep- 
‘tember 12, 1928. 


the treatment of severe cases, or of acidosis and 
coma, or any emergency of diabetes. 


I make these preliminary statements concern- 
ing insulin because I am quite convinced that no 
case of diabetes with a severe acidosis or in coma 
can be successfully treated without the adminis- 
tration of insulin. To this date insulin is the 
only medicine to be given to such patients for 
their diabetes who are not kept normal by a 
proper diet. 


DIAGNOSIS 


In severe acidosis and coma, as in all the 
emergencies of medicine, early diagnosis is the 
keystone to successful treatment. You are doubt- 


‘less all familiar with the so-called different types 


of diabetic coma uncomplicated by a cerebral in- 
jury, a severe acute infection, a gastro-intestinal 
emergency, or exophthalmic goitre. These are 
all dyspnoeic without cynosis even if cardiac de- 
compensation is present, in fact the lips fre- 
quently are red, differentiating them from the 
coma of a cerebral accident, the comatose condi- 
tion of pneumonia, etc. A specimen of venous 
blood, if there is not a marked lipemia, is such a 
bright red that you fear an artery instead of a 
vein has been punctured. We must also remem- 
ber that most cases of coma in the beginning have 
constipation, vomiting, abdominal pain, an 
elevated temperature, and frequently there is a 
leucocytosis as high as 30 to 40 thousand. I have 
seen several such cases after a laparotomy had 
revealed a normal abdomen, the stupor or even 
coma being explained by the attending physician 
by the morphine administered for the abdominal 
pain. 


These errors can be avoided if blood chemistry 
studies are done whenever the urine examination 
shows the slightest trace of sugar. In fact, I do 
not believe any major operation should be per- 
formed without a blood sugar and urea nitrogen 
estimation being done. 
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TREATMENT 


If glucose is found in the urine, and two or 
more of the symptoms enumerated are present a 
venipuncture should be done, and the patient 
immediately sent to the hospital. By the time the 
patient is in the hospital the blood chemistry 
report of the specimen procured at home should 
be available as a guide to treatment. 


I am convinced that in severe acidosis and 
coma hospitalization is equally as urgent as it is 
in any emergency abdominal condition requiring 
a laparotomy. If we as medical men have the 
courage to insist upon hospitalization in such 
cases the public will soon accept our orders for 
hospitalization as authoritative as they do the 
surgeon’s. 


The laboratory equipment and personnel is im- 
portant. Of course it should have the necessary 
solutions and apparatus to make blood sugar, 
urea nitrogen and plasma C02 combining power 
estimations. The technician should be on call 24 
hours in every day, 365 days in every year, half 
days, holidays, Sundays, high days and holy 
days. A technician is just as important in treating 
diabetic coma as an anesthetist is for a major 
operation. Whoever heard of an urgent major 
operation being postponed from Saturday at noon 
to the following Tuesday, Monday being a legal 
holiday, because an anesthetist wasn’t on call? 


I am sure that not only the general practi- 
tioner, but also a few of the specialists on the 
staffs of our large hospitals need education on the 
urgency of the treatment of what we call the 
emergencies of diabetes. 


In severe acidosis that is pre-coma and coma 
the destruction of cells in vital organs is so rapid 
that even a few hours’ delay of heroic treatment 
may prove fatal. We have had several such 
cases where death occurred after blood chemistry 
had been changed to normal by insulin and other 
therapeutic measures, emphasizing that such 
conditions must be corrected early if life is saved. 


The successful treatment of diabetic coma re- 
quires the individual attention of the physician, 
the services of a laboratory technician, and one, 
if not two trained nurses for several hours, this 
‘service to be given day or night as soon as the 
condition is diagnosed. 


If the blood sugar is above 250 milligrams per 
100 cc. of blood, and the C02 below 30, we can 
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be reasonably certain that we are dealing with a 
case of diabetic coma, and treatment should be 
instituted at once. We have successfully treated 
a case with a blood sugar of 1120 and C02 of 14. 
This is the highest blood sugar we have had in a 
case that recovered. The lowest C02 case to re- 
cover, and the lowest we have ever observed, was 
admitted to the hospital 10 days ago with a 
blood sugar of 472 and a CO2 of 6%. 


The first case received during the first six hours 
of hospitalization 60 units of insulin. The pa- 
tient with the 6 C02 received 100 units of in- 
sulin in 6 hours, which, with other therapeutic 
measures, reduced her blood sugar to normal and 
elevated her CO2 to 24%. 


The determination of the initial dose of insulin 
in any coma case is a disturbing one, and | 
believe the majority of physicians give too small 
a dose. One authority states that two units of 
insulin will reduce the blood sugar 10 milligrams. 
I wish to cite three cases, illustrating the lack of 
constancy in the effect of insulin: 


McD. Initial blood sugar 714 milligrams at 
12:45. In six hours received 48 units of in- 
sulin. Blood sugar 72 milligrams at 6:45. 
Emaciated and no chemical acidosis. Reduction of 
642 milligrams of sugar in six hours. One unit of 
insulin for approximately every 13 milligrams of 
blood sugar. 


McK. Initial blood sugar 517 milligrams. 
Deep coma, acetone odor to breath, acetone and 
diacetic acid reactions in urine, plasma CO2 21.4. 
Eighty-four units of insulin used. Reduction of 
147 milligrams of sugar in six hours. One unit of 
insulin for approximately every 1.7 milligrams of 
blood sugar. 


S. D. Blood sugar 472 milligrams, C02 6, re- 
ceived 100 units of insulin in six hours. Blood 
sugar reduced 294, C02 reached 16, a reduction 
of 178 milligrams. One unit of insulin to ap- 
proximately 1.7 milligrams blood sugar. 


A brief, but not exhaustive, review of many of 
our cases of coma shows that during the first six 
hours of treatment the average blood sugar re- 
duction for unit of insulin given was 1.7 milli- 
grams. 


This data and the so-called clinical impressions 
convince us that the rapid correction of the chem- 
ical abnormalities of coma gives the largest per- 
centage of recoveries. 
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The only objection to these so-called large 
doses of insulin in coma cases is that the coma of 
a.dosis and hyperglycemia will pass undetected 
ir‘o the coma of hypoglycemia or insulin shock. 
\e will discuss their differentiation under the 
e:ergency of insulin hypoglycemia, taking up 
now the active treatment of diabetic coma. 


\ brief outline of the treatment which is to be 
ve ied according to the individual case is as fol- 
lows: The chemistry of the blood taken at the 
petient’s home should be completed by the hos- 
pi.al laboratory by the time the patient is in the 
hospital bed, and the plan of attack should be 
the objective of a blood sugar between 150 and 
200, and a C02 above 30 within six hours. 


Insulin dosage in coma cases is calculated as 
above indicated, one unit for each 1.5 milligrams 
of the desired reduction, this amount of insulin 
divided into two doses, half of it being adminis- 
tered at once, the other in two hours, blood 
chemistry being performed every second hour. 
Sodium bicarbonate is administered in the ratio 
of 15 grams per 80 pounds of body weight. This 
is given either by mouth or subcutaneous infusion 
for the first six hours. Digitalization according to 
the Eggleston method is immediately instituted, 
a most important point, for we believe most 
deaths from coma are due to cardiac failure 
caused by the acidosis. 

There is usually dehydration, hence it is prac- 
tically routine to give 1000 mils of liquids sub- 
cutaneously, a cleansing enema is also given. 
The patient is well covered with blankets and if 
rectal temperature is subnormal external heat is 
applied to body, but not legs. 


If vomiting is present it is usually soon con- 
trolled by giving nothing by mouth and rapidly 
shifting blood chemistry as above advised from 
the dangerous to the safe side. The great danger 
subsequent insufflation pneumonia, and we have 
of gastric lavage in an unconscious patient is a 
subsequent insufflation pneumonia and we have 
Seen no case of vomiting in diabetic coma that 
was not controlled as soon as abnormal chem- 
istry was corrected. Liquids are administered to 
acults one liter every six hours, to children suf- 
fic.ent to keep tongue moist. 

-f necessary, we give liquids to children intra- 
peritoneally. When the blood sugar is reduced to 
400 or lower we usually give ten to twenty grams 
of zlucose with each insulin dose. 
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A very small minority still refuse to use alka- 
lides in opposition to chemical and clinical data 
indicating their use. They seem to me to be afraid 
to drive the new young horse for fear it will run 
away with them. 


The question of treatment after a safe blood 
chemistry level and a marked clinical improve- 
ment are present is an important one. The slight- 
est relaxation of keeping on your toes frequently 
results in the patient slipping back into coma and 
death. 


Failure to check carefully such a patient be- 
tween 12 midnight and 7 a. m. frequently results 
in your seeking an autopsy and the pathologist 
who hasn’t studied the records of your activities 
in the case gives the wrong cause of death. 


Insulin should be continued according to blood 
chemistry findings and blood chemistry should be 
performed either by veni-puncture or an ap- 
proved micro-method at least twice in the 24 
hours following coma. All other therapeutic 
measures as above advised should be continued 
according to chemical and clinical findings. The 
diet for the 24 hours following coma should be 
80 to 100 grams of dextrose and liquids sufficient 
to avoid dehydration. After 24 hours the usual 
optimal diet may be prescribed. 

If the above outline is followed our percentage 
of recoveries for private patients will be close to 
100%, and that of public wards and city hospital 
patients above 60%. 

The above regimen is a conservative one, and 
is based upon the patients admitted to the meta- 
bolic divisions of the new Philadelphia General 
Hospital, a 2000 bed hospital with 60 beds in the 
metabolic division, and the Graduate Hospital of 
the University of Pennsylvania, in each of which 
I have a 12-months’ service. We follow no de- 
tailed routine; but vary the treatment according 
to the clinical and chemical findings in each case, 
using the above broad fundamentals only as a 
guide. 

In patients who have reached or passed middle 
life, I consider any trouble with the lower ex- 
tremities as second only to coma in requiring 
emergency treatment. If you could make ward 
rounds with me and see as many as six or eight 
patients out of a total of 30 or 40 in the wards, 
with one leg off, and one or two with both legs 
off above the knees, I am sure you would not 
criticize me for becoming almost a zealous cru- 
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sader for the early recognition and proper treat- 
ment of pregangrenous and beginning gangrenous 
lesions. The complications of infection and gan- 
grene, and the resultant loss of the extremity is 
so frequent that it is at times depressing to visit 
the wards, especially when we remember that in 
gangrene the pregangrenous conditions are al- 
ways present months and sometimes years before 
its development. 


No diabetic past forty years of age is receiving 
proper care if he has not been carefully studied 
for the following signs of arterial disease in the 
lower extremities: 

1. Pain, paresthesias, tingling, etc. 
Intermittent claudication. 

Tendency of feet to be cold. 

Local cyanosis. 

Redness in dependent position. 
Pallor on elevation above horizontal. 
Absence of arterial pulsations. 


8. Oscillometric index by the Pachon Oscil- 
lometer. 


DAR ON 


General examination of lower extremities usu- 
ally shows: 

1. Dry, scaly skin. 

2. Thickened, rough and irreular toe nails. 

3. Ecchymoses, blebs, fissures, ulcers. 

4. Color changes, that is, redness, pallor or 
cyanosis. 

5. Blanching on elevation. 

6. Buerger’s angle of circulatory sufficiency. 

7. Roentgenograms of blood vessels and 
bones. 

8. Oscillometric index (Pachon Oscillometer), 
below 1. 


PROPHYLAXIS 


Avoid long walks, especially if there is a his- 
tory of previous gangrene or intermittent claudi- 
cation. 


Corns and bunions should be trimmed by a 
physician or registered chiropodist, and these 
should avoid even the slightest trauma. The pa- 
tient should be especially careful of injury to the 
feet, as stumping a toe or placing the feet against 
a hot radiator. The feet should be bathed daily, 
gently dried with a soft towel and dusted with a 
sterile, non-irritating dusting powder. 


In addition to these methods of prevention or 
of checking the progress of a case that is already 
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established, there are many exercises which ce- 
velop the muscles of the feet, and, of course, at 
the same time increase the blood supply. These 
should be explained in detail to the patient. [f 
gangrene or even infection of corns or other in- 
jury develops to the slightest extent, we must 
constantly remember that gangrene in the dia- 
betic, especially of the phlegmonous type, fre- 
quently spreads because of pressure, either of 
serum or pus. The only prevention of this is free, 
deep incision so that drainage is established and 
the pressure does not occude other capillaries, 
If the patient is seen before more than a toe is 
involved, early amputation, without sutures or 
local anesthesia, and free incision of the edema- 
tous area surrounding is accepted by surgeons as 
proper treatment, and may save the extremity. 


Besides these procedures, and of equal impor- 
tance, is a carefully balanced diet, and, if neces- 
sary, keeping the blood sugar normal by insulin, 
for there is no question but that a hyperglycemia 
prevents normal tissue function. 


Carbuncles, boils, infected wounds, colds, 
diarrhea, and any acute infection must be ob- 
served as a potential emergency, blood sugar 
being kept normal and acidosis prevented. 


Insulin has introduced another emergency— 
hypoglicemic reaction or insulin shock. Low 
blood sugar, or according to the newer methods, 
no blood sugar, should be avoided for in the 
diabetic with glycogen stores depleted it is dan- 
gerous. It is possible for the coma case to pass 
from the Scylla of hyperglycemia to the Charyb- 
dis of hypoglycemia, and no clinical signs of the 
change appear, yet if blood sugar estimations are 
made every two hours and glucose administered 
after blood sugar is reduced to 300, there is no 
danger of such a condition terminating fatally. 
In the non-coma case using insulin it is easily 
recognized and promptly controlled by the ad- 
ministration of glucose. 


Is Bismuth Absorbed? 


The roentgenograms made from patients treated with 
intramuscular (buttocks) injections of bismuth subsalicy- 
late, potassium bismuth tartrate, bismuth sodium tartra‘e 
and one unknown salt are presented by BERNHARD Er)- 
MAN, Indianapolis (Journal A. M. A., April 13, 192°). 
He makes no attempt to evaluate the various bismuth 
preparations from the clinical standpoint. There is 10 
question, he says, that bismuth favorably influences te 
blood Wassermann reaction in some patients. There is 
marked individual idiosyncrasy to the metal, as evidenced 
by the “blue gums.” 
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ANGINA PECTORIS 
and 
CORONARY OCCLUSION* 
OLIN S. ALLEN, M. D. 


WILMINGTON, DEL. 


All heart pain of a more or less serious charac- 
ter for several generations has been classified as 
either true or psuedo-angina pectoris. This term 
“psuedo” I believe to be a misnomer, and should 
be stricken from our vocabulary. It has un- 
doubtedly been used in the past more to satisfy 
the patient’s mind, than as a clinical diagnosis. 
I believe a more reasonable classification would 
be true angina pectoris or just simple angina pec- 
toris, acute coronary occlussion, and third would 
be either chronic coronary occlussion, or chronic 
coronary disease, the latter one being used for the 
sclerotic type. It has only been within recent 
years that we have had very much enlightenment 
on cardiac pain, or since heart work assumed a 
more definite course in clinical medicine, and the 
electrocardiograph has undoubtedly aided us 
very materially in separating the anginal type of 
symptoms from the coronary type. These two 
conditions are so closely associated that it is 
difficult at times from the history, and clinical 
findings to separate one from the other, and it is 
in this type of case that the cardiogram often 
comes to our aid in making this differentiation. 
This is especially true of the chronic form of cor- 
onary disease. There are a certain number of cases 
that seem to have both factors present, but as a 
rule it is a very simple matter to separate one 
from the other, after getting a good, clear history 
of the attack, a leucocyte count, a six-foot x-ray 
plate, temperature, cardiogram, and blood pres- 
sure readings. Of course you do not have to have 
all of these to make a diagnosis in every case. A 
large percentage of these patients presenting 
heart pain, have no pain referable to the heart 
itself, but have the cause of the pain elsewhere in 
the body giving signals through the heart, such as 
thyroid disease, abs¢essed teeth, sinus trouble, 
chronic uterine trouble, chronic appendicitis, 
chronic gall bladder disease, and also some gastro- 
intestinal disturbances will indirectly come under 
this classification. This type of heart pain applies 
to conditions outside the heart, and giving signals 


*Read before the Medical Society of Delaware, Rehoboth, Sep- 
tember 11, 1928. 
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through the heart, represented as pain. There- 
fore if the cause outside the heart can be located, 
and removed your supposed heart pain disappears, 
and your apparent heart disease cured. 

No doubt we have all been guilty in the past of 
ignoring these attacks of chest pain without going 
into the history thoroughly. How the attack 
came on? How long it lasted? Whether the pain 
was paroxysmal, or of the continuous type? And 
without analyzing these symptoms we pass them 
up with the remark, or diagnosis of indigestion, 
gastritis, rheumatism, and the like. This is prob- 
ably due in part to the fact that we do not want 
to alarm the patient by telling them they have a 
serious heart affection, for nothing satisfies a pa- 
tient better than to make a diagnosis of indiges- 
tion of his complaints. But the patient cannot 
take care of himself, and prevent these attacks if 
he does not know from what he is suffering. So 
if we want to be fair with the patient, and our- 
selves it behooves us to analyze these chest pains 
to see if they are of the serious, or the benign 
type so that we may arrive at a definite con- 
clusion as soon as possible, and by this aid the 
patient in preventing further attacks, or at least 
preserve their heart energy, and build up their 
heart reserve so that if they have subsequent 
attacks they may be modified. For so much de- 
pends on the patient himself, the life he has led, 
the life he is willing to lead, and adopting reason- 
able habits. For the ordinary high-pressure bus- 
iness or professional man may find relief or even 
a cure in the simple process of slowing the engine, 
reducing the speed from 25 to 10 miles an hour. 


Angina pectoris is a moderately serious disease, 
but it is by no means fatal in the majority of 
cases. For in most cases the patients have heart 
signals as a rule for many years before the fatal 
attack. I recently saw a case of acute coronary 
trouble with angina pectoris, and going into the 
history of the case the patient told me she had 
had chest pains radiating down as far as the left 
wrist for the past ten years, and while walking the 
pai would pull her up, and she would have to 
stop until the pain disappeared. But she did not 
have her fatal attack until ten years later. An- 
other case I examined last fall gave a history of 
having had typical angina pectoris attacks for the 
past twenty years, and she is still living, although 
living a restricted life. You will find similar his- 
tories in any number of cases. I will give the 
symptoms, and findings in these conditions, and 
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their differentiation in a general way. I might 
say, however, that quite a large number of cases 
of angina pectoris have a negative clinical, cardio- 
graphic, and x-ray findings, at least in the be- 
ginning of the condition, so much so, that if you 
have a definite history of an anginal attack with 
negative graphic findings it is nearly conclusive 
that you are dealing with angina pectoris. On the 
other hand, both chronic coronary occlussion as 
well as the acute form give you some very definite 
clinical, cardiographic, and x-ray results. 

I wish to take up the clinical symptoms sep- 
arately of each one of these conditions, and de- 
scribe their findings briefly, although there prob- 
ably will be some overlapping from one to the 
other. The pain in true angina pectoris is usually 
paroxysmal :1 type; it may be severe, or only 
mild in charac er, and as a rule it is of short du- 
ration. This pain may or may not radiate down 
one or both arms, but usually the left more fre- 
quently than the right. It usually occurs either 
after exercise, or after eating a heavy meal, and 
very often it appears after eating a large meal, 
and then the patient starts walking soon after- 
wards. These patients tell you at times the pain 
is in the epigastric region, at other times the 
precordial area, and again around the base of 
the heart. Some describe it as a constriction-like 
sensation in the chest without any pain. Others 
will tell you that it is a stitch-like sensation 
around the base of the heart, and a choking sen- 
sation at the same time, while others complain of 
a tightening sensation in the chest without pain, 
and accompanying this tightening sensation they 
are short of breath. And still others complain of 
a grip-like sensation at the pit of the stomach 
without pain. The pain if present often radiates 
to the right or left shoulder, or may extend up to 
the throat, and produce a choking sensation. In 
others it will radiate down the left arm as far as 
the elbow, or may even go to the tips of the fin- 
gers, and still others describe it as more of an 
ache in the inner side of the arm than as an actual 
pain. I believe of all the different sensations de- 
scribed by the patients of attacks of angina the 
constriction-like sensations seem to predominate 
These attacks of angina I believe occur more fre- 
quent in the day time than at night. If they are 
awakened at night out of a sound sleep with se- 
vere anginal pains they seem to be of more serious 
character than the pain which appears after effort, 
or on a full stomach. 
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In the clinical examination we may find « 
normal cardiogram, normal sized heart, norma’ 
blood pressure readings, no murmurs, no arryth- 
mia, and these findings may be found in patient; 
who give a history of a very severe attack o! 
angina. In other cases we find some enlargemen: 
of the heart and very frequently find a diaphasi- 
T wave in lead I, or even a flat T wave on our 
cardiogram, which probably from our present 
knowledge of affairs would indicate or suggest 
some degeneration of the muscle around the base 
of the heart, and it is in this type of case that we 
often find congestive failure at either one or the 
other bases, but especially the right. 

Now congestive failure may occur in cases 
that have a normal myocardium with no hyper- 
trophy, but I believe if we take enough cardio- 
grams at different intervals in the course of these 
anginal attacks we will find sooner or later some 
degeneration in the muscle, especially around 
the aorta, providing the patient lives long enough 
for these findings to be obtained. The tempera- 
ture is usually normal with normal blood chem- 
istry findings. The following case is a fairly 
good example of the latter condition. About a 
year and a half ago a case was referred to me 
whose physician felt that he had some heart 
trouble. He was a male, 52 years old, well nour- 
ished, and did not look sick when I first examined 
him, a clergyman by profession, and complaining 
of indefinite pains in the precordial area, and also 
indefinite pains radiating to the left shoulder, and 
as far asthe elbow. The clinical examination re- 
vealed a normal heart, normal blood pressure 
readings, no congestive failure at either base, car- 
diogram was negative, six-foot x-ray plate demon- 
strated a normal heart of about 13 centimeters 
transverse diameter. Consequently with an in- 
definite history, and negative findings I passed 
the patient as having a negative heart, and ;0 
stated in my report, as I felt quite sure none of 
his symptoms were of cardiac origin. This went 
along for several months, and his physician to!d 
me from time to time that he was not getting ary 
better, but thought that he was getting progrés- 
sively worse. One day he had an attack, and /:is 
family physician being away they called for me, 
and when I arrived I found the man in a fai:ly 
typical attack of angina pectoris. He was rot 
cyantoic, but was very pale, with cold, clammy 
perspiration standing out on his forehead, and as 
he described it to me, a constriction-like sen<a- 
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ton in the chest, his chest felt like it was in a 
vise. Pain radiated down as far as his left wrist, 
nd much to my surprise I found rales at the 
base of the right lung. I asked his physician, 
after he recovered from this attack, to send him 
ever for another cardiogram, when I found his 
¢raphic findings again were practically normal. 
‘he six-foot x-ray plate was practically the same 
23 the previous one, but he still had congestive 
j,ilure at the right base. ‘Consequently, to my 
embarrassment, I had to acknowledge to both the 
family physician and patient that I had been mis- 
taken in my first impression of his case. The pa- 
tient at the present time has just returned from a 
three-months’ vacation. His blood pressure read- 
ings have dropped from 180 systolic to 130, the 
diastolic being normal. His lungs are clear, and 
he feels much better, but he still has pain on ex- 
ercising, especially while walking, starting in the 
precordial area and radiating down the inner- 
side of the left arm, paroxysmal in type. He 
claims the pain does not now come on nearly as 
frequently as before his long rest. He seems so 
much better at the present time, that we are °n- 
ticipating letting him return to part of his rewi.ar 
routine work. 


Chronic coronary disease, sometimes called 
chronic coronary sclerosis or chronic coronary 
occlussion, is a type of case I believe is more 
frequently confused with the anginal syndrome 
than the acute form, for it is in this type of case 
that you frequently have indefinite precordial 
pain, and so-called nueritis of both arms, but 
especially the left, and the large majority of these 
cases show rales at either one or the other bases, 
but especially the right, unless you have a con- 
siderable left heart hypertrophy, in which case 
the rales frequently predominate in the left chest. 
I believe this type of cardiac pain is far more fre- 
quent than either the anginal type, or the acute 
coronary type, at least it has been from my own 
records for the past few years. These patients 
tell you that they are short of breath while walk- 
ing on the level, and I believe the dyspnea in this 
tvpe of case seems to give the patients more 
trouble than the associated pain. The pain seems 
tc be of the continuous rather than the paroxys- 
mal type, lasting sometimes for hours. In some 


the pain is mild, while in others it becomes more 


or less severe. The patients frequently say that 
they are short of breath while walking and that 
the pain appears later, while others report that 
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they have the pain first, with the dyspnea fol- 
lowing. In these cases we very frequently find an 
associated diastolic hypertension, extreme cardiac 
enlargement, especially the left ventricle, albumin 
and casts in the urine, normal temperature, nor- 
mal blood chemistry, no murmurs, no arrythmia, 
and very often all we can find clinically is a high 
diastolic blood pressure, rales at the bases of the 


lungs, and the cardiogram demonstrating the so- 


calied coronary T wave, indicating chronic coro- 
nary disease. 

Acute coronary occlussion very frequently 
awakens the patient out of a deep sleep in the 
middle of the night, or early hours of the morning 
with pain in the epigastric region, or sometimes in 
the precordial area, with an associated constric- 
tion-like sensation in the chest, or the pain may 
be in the abdomen, sinulating an acute surgical 
condition. These patients are usually cyanotic, 
and if in a severe attack pulmonary edema is usu- 
ally present, often super-imposed upon an old 
congestive heart failure. The edema of the lungs is 
so marked at times that the patient frequently 
froths at the mouth in large quantities. Their 
transverse diameter of the heart is usually wid- 
ened sometimes to as much as 23-24 centimeters. 
Dyspnoea is usually well marked, and these pa- 
tients frequently have Cheyne-Stokes type of res- 
piration during the attack, sometimes lasting sev- 
eral hours. The ventricle rate is usually high, 
around 120 to 140, pulse is small, thready, and 
very frequently you cannot detect any pulse at 
either wrist. The first sound of the heart is usu- 
ally distant, due to the overloaded left ventricle, 
and there are rales in the lungs from the pul- 
monary edema. 

The initial attack may last from a few hours to 
one or two days, and, if they survive the attack, 
in about 24 to 48 hours you will find a tempera- 
ture of 99% to 101, a leucocytosis and a drop 
in systolic blood pressure, usually from 20 to 40 


degrees. This fall may take as long as four or 


five days. I saw one case recently that took three 


days for this drop in blood pressure to occur. I 


must say, however, this is rather unusual, the 
usual being 24 to 48 hours. Dr. Thomas Mac- 
Millan told me recently they had one patient at 
the Pennsylvania Hospital, in Philadelphia, that 
went four days before this drop took place. The 


cardiogram usually shows a coronary T wave. In 


the course of three to five days the dilated heart 
(Concluded on Page 63) 
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THE USES OF VITAL STATISTICS 
A. T. DAVIS, M. D. 
Dover, DEL. 


By vital statistics we mean the records of the 
births, deaths and marriages occurring during 
the year, and in addition include the reporting 
of communicable diseases which are required by 
law. To those who are not interested in the pre- 
vention of disease, the filing of these reports are 
many times considered to be a nuisance and a 
burdensome waste of their valuable time; but to 
the public health officials and the parties directly 
concerned, they are both necessary and valuable. 


Vital statistics to the health workers are the 
equivalent of financial bookkeeping to any busi- 
ness concern, and the compiling of these statis- 
tics is indeed often called the bookkeeping of 
life. All the states in the Union, and in fact all 
civilized countries, require the reporting of births, 
deaths, marriages, and communicable diseases; 
and certified copies of or’zinal certificates are 
legal documents of the very first importance and 
prima facie evidence in court. 


Births should be registered for the following 
reasons: 


(1) As evidence to prove the age and legiti- 
macy of heirs; 

( 2) As proof of age to determine the validity 
of a contract entered into by an alleged 
minor; 

( 3) As evidence to establish age and proof of 
citizenship and descent in order to vote; 

( 4) As evidence to establish the right of ad- 
mission to the professions and to many 
public offices; 

( 5) As evidence of legal age to marry; 

( 6) As evidence to prove the claims of widows 
and orphans under the Widows and Or- 
phans Pension Law; 

( 7) As evidence to determine the liability of 
parents for the debts of a minor; 

( 8) As evidence in the administration of es- 
tates, the settlement of insurance and pen- 
sions; 

( 9) As evidence to prove the irresponsibility 
of children under 12 years of age for crime 
and misdemeanor, and various other mat- 
ters in the criminal code; 

(10) As evidence in the enforcement of laws re- 
lating to education and to child labor; 

(11) As evidence to determine the relations of 
guardians and wards; 

(12) As proof of citizenship in order to obtain 
a passport ; 
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(13) As evidence in the claim for exemption 
from or the right to jury and militia ser- 
vice. 

Deaths should be registered for the following 
reasons: 

( 1) Certificates of death, or certified copies, 
are constantly required in courts and else- 
where to establish necessary facts; 

( 2) Pensions of life insurance may depend on 
proper evidence of the fact and of cause 
of death; 

( 3) Titles and rights to inheritance may be 
jeopardized by the failure of records; 

( 4) Deaths should be registered that public 
health agencies—national, state and mu- 
nicipal—may know the cause of death and 
act promptly to prevent epidemics; 

( 5) Deaths should be registered promptly 
that the success or failure of all measures 
attempted in the prevention of disease 
may be accurately determined; 

( 6) Deaths should be registered that indi- 
vidual cities and localities may learn their 
own health cenditions by comparison 
with the health conditions of other com- 
munities and determine thereby the wise 
course of public health activity; 

( 7) Deaths should be registered that home- 
seekers and immigrants may be guided in 
the selecting of safe and healthful homes. 


Marriages are registered chiefly for the pur- 
pose of proving a legal marriage for purposes of 
divorces, proof for bigamy, and for proof of legi- 
timacy of children. 


The practicing physician therefore owes a 
duty, not only to the State which he is required 
to perform by law, but also to his patient, be- 
cause in later life inability to prove his birth 
may prove a tremendous hardship to him, par- 
ticularly from a legal standpoint. 


Manifestly, morbidity reports are required for 
the quarantining of certain diseases and for the 
necessary finding of percentage death rates of 
diseases reported. The physician should be more 
interested and careful in reporting diseases re- 
quired by law to the Board of Health than any- 
one, with the possible exception of the health 
officials themselves, as mortality is based on the 
number of deaths from each disease, the number 
of such diseases reported, and is used as an i”- 
dex by statisticians to interpret the ability and 
efficiency of the physician and surgeon in te 
treatment and cure of diseases in a given com- 
munity. 
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It must be quite evident, therefore, that if 
no more cases of tuberculosis are reported than 
the actual number of deaths that have occurred 
within the same period, it would appear that no 
-ecoveries had occurred from tuberculosis with- 
in the state during that time and that conse- 
quently to have tuberculosis is essentially a sen- 
tence of death, which fact we of course are well 
aware is not the case. 

Again, if we have ten deaths during a given 
year from typhoid fever and only forty cases 
have been reported, it appears that the mortality 
in this state must be twenty-five percent of all 
cases, whereas we are well aware of the fact that 
the normal mortality is only about eight percent, 
causing an inference that typhoid fever has a 
mortality at least three times greater than occurs 
in other communities, and must make it appear 
that the treatment employed is inefficient. With 
ten deaths, therefore, we wouid expect that there 
should have been reported at least ninety cases 
of typhoid fever instead of forty. The same is 
true of all other diseases, especially those which 
have a rather definite and well worked out ratio 
of deaths to cases. In time of a severe epidemic, 
of course, the same ratio will not continue as in 
the ordinary incidence of any given disease. 


Important facts are determined by the com- 
pleteness of birth reports rendered by physicians 
and midwives. First, that of infant mortality 
which is based entirely upon the number of 
deaths of infants under one year to each thousand 
of live births. Deaths are practically all report- 
ed. Births are reported within ninety-five per- 
cent of the total which occurred. It is, therefore, 
evident that with a hundred percent report of 
deaths and with approximately ninety-five of 
births, the state suffers in comparison with other 
states with an infant mortality which is apparent- 
ly higher than would actually be shown if all 
births were reported. It requires a hundred re- 
ported births to offset a single death under one 
year of age. 


Second, the birth rate is based upon the total 
number of reported births per one thousand of 
population, and the failure to report the births 
reduces this rate below its true figure. 

Third, the maternal death rate is based on the 
number of deaths of mothers per thousand live 
births. The failure to report births increases 
this rate, and again it brings discredit for ap- 
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parent failure to save more mothers in childbirth. 


Fourth, the ratio of illegitimate births per 
thousand live births, 


Fifth, the birth rate computed by color. 


Sixth, the rate of native born parents, foreign 
born parents, and of those of foreign extraction 
whose parents were born in the U. S. 


Seventh, the natural increase in population, 
that is, the excess of births over deaths, com- 
puted as a whole and by color. 


In this last connection, it is an interesting fact 
that although the birth rate of the colored race 
in this state is higher than the white, the death 
rate is also much higher and in several years 
there has been an actual decrease in the natural 
rate rather than any increase. During the in- 
fluenza epidemic (1918-1919) there was an ex- 
cess of deaths over births of nearly seven hun- 
dred in this State. 

Eighth, the total number and relative rates of 
male and female children. 

By marriage registration the chief facts de- 
termined are the age, sex, color, and whether na- 
tive or foreign born, and the rate per thousand 
population. 

By death registration, many important facts 
are determined, and from the standpoint of the 
statistician and public health officials, any item 
on the death certificate is important. 


The name is obviously to be given correctly for 
the proper record. The age is important from 
the standpoint of insurance policies and for the 
proper statistical record of causes of death in age 
groups. Color is important because of the sta- 
tistical determination of causes of death by color. 
In this connection, it is interesting to note that 
certain diseases are much more fatal to colored 
population than to the white, particularly pneu- 
monia and tuberculosis, whereas there seems to 
be more immunity to diphtheria in the colored 
children. The marital state is also to be record- 
ed for division as to the greater prevalence of 
death in single or married groups. 

Occupation—this is again sub-divided into the 
general nature of the industry because certain 
modifications are necessary in determining the 
particular form of work done. Clerk and la- 
borer, for instance, being very indefinite terms 
unless further qualified by dry goods clerk or 
farm laborer. 
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Many diseases are more prevalent among cer- 
tain types of workers, and again there may be a 
considerable difference in the death rates of the 
same general class of workers in one industry 
than in another, as is shown in the difference in 
the tuberculosis rate of stone cutters in the mar 
ble industry as compared to those who work i 
granite. A coal miner is less susceptible to tu- 
berculosis than the copper miner. 


The birthplace is used to determine ratio of 
foreign born against native white, as we are 
aware that certain races have more natural im- 
munity than others, as witness the racial im- 
munity of Hebrews to tuberculosis, compared to 
the Irish susceptibility to the same disease. The 
birthplace of father and mother are for the same 
statistical purpose as well as for genealogical 
record. 


This leads us to what is the most important 
of all on the certificate from the standpoint of 
the physician, and the part which he is required 
by law to fill in—that is, the cause of death. In 
recording the cause of death it is particularly im- 
portant that indefinite terms such as old age, de- 
bility, and the like be avoided, as strictly speak- 
ing these can not be a cause of death. Further 
than this, very often symptoms are given as 
causes of death, as for example, hemorrhage may 
have been due to eroded vessels either of pulmo- 
nary tuberculosis or gastric ulcer, in which event 
the cause of death was pulmonary tuberculosis 
or gastric ulcer. Acute lobar pneumonia is suf- 
ficient as a cause of death without adding heart 
failure which undoubtedly was due to the ad- 
ditional tax on a perfectly normal organ which 
would have had kept on functioning if pneu- 
monia had not been present. Arrested pulmo- 
nary tuberculosis may be present in cases of per- 
sons who die from other causes, but can not in 
any way be considered as being a contributory 
cause of death. If death is due to violence, as a 
fractured skull, the cause should be stated 
whether due to fall, a blow with blunt instru- 
ment, etc. - Most cases of violence require coro- 
ner’s inquests and physicians should give evi- 
dence in these cases in a manner which permits 
the coroner to record the cause of death correctly. 


Many pages might be written as to the proper 
method of filling in the cause of death, but these 
few will suffice for our purpose. 
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What use then is made of these causes of 
death? We plan almost the whole work of a 
health department on the statistical finding of 
death certificates and the report of communi- 
cable diseases, and improved community health 
1s revealed in the lowering death rates from pre- 
ventable diseases. ‘Tuberculosis has fallen from 
first to sixth place as a cause of death in a little 
over a decade; in another decade diphtheria will 
be an almost negligible cause of death. Malaria 
and typhoid are causing each year fewer deaths, 
and with the lowering rates will come a decrease 
in carriers and a consequent almost negligible 
death rate, so also in the diarrheas of infants; 
and as sanitation increases, death from filth borne 
diseases decreases. 


Diseases of later years are shown by statis- 
tics to be on the increase, and while certain of 
these are apt to be affected by the decline of 
acute communicable diseases in earlier life, others 
lives will be materially prolonged and many de- 
generative diseases stopped in the early stages 
when the medical profession takes up in earnest 
the education of the public as to the benefit of 
medical examination and advice to the appar- 
ently healthy, and the public seek their phy- 
sician before illness develops, even as they are 
now consulting their attorney and dentist. 


The comparison year by year then of the 
causes of death are the only reliable index we 
have of the progress being made by scientific 
medicine in the control and cure of disease and 
is the best answer to the preposterous claims o! 
the quack and cultist. That vaccination elimi- 
nates small pox, that immunization prevents 
diphtheria and typhoid fever, that tuberculosis, 
cancer, diabetes, can be cured if early diagnosis 
is made and proper treatment instituted, can not 
be questioned by any intelligent person. But 
all these facts have been determined only by the 
continued compilation of vital statistics and 
these again are only accurate as each physicia‘ 
is careful and painstaking in recording the birtlis 
which he attends, in reporting his cases of con- 
municable diseases so that measures to protect 
the community may be taken, and lastly 11 
making the record of death so explicit that a’! 


diseases will be given its proper standing in the 


roll call of causes of death. 
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DELAWARE PHARMACEUTICAL 


“he Duties of the eine In His Re- 
lations to the Physician 


The following principles of correct practice for 
tue pharmacist in his relations to the physician 
were adopted at the Boston Convention of the 
National Association of Retail Druggists in 1923. 


The pharmacist even when urgently requested 
so to do should always refuse to prescribe or at- 
tempt diagnosis. He should, under such circum- 
stances, refer applicants for medical aid to a repu- 
able legally qualified physician. In cases of ex- 
treme emergency as an accident or sudden ill- 
ness on the street in which persons are brought 
to him pending the arrival of a physician such 
prompt action should be taken to prevent suf- 
fering as is dictated by humanitarian impulses 
and guided by scientific knowledge and common 
sense. 


The pharmacist should not, under any circum- 
stances, substitute one article for another, or one 
make of an article for another in a prescription 
without the consent of the physician who wrote 
it. No change should be made in a physician’s 
prescription except such as is essentially warrant- 
ed by correct pharmaceutical procedure, nor any 
that will interfere with the obvious intent of the 
prescriber as regards therapeutic action. 


He should follow the physician’s directions ex- 
plicitly in the matter of refilling prescriptions, 
copying the formula upon the label or giving a 
copy of the prescription to the patient. He should 
not add any extra directions or caution or poi- 
son labels without due regard for the wishes of 
the prescriber, providing the safety of the pa- 
tient is not jeopardized. 


Whenever there is doubt as to the inter- 
pretation of the physician’s prescription or di- 
rections, he should invariably confer with the 
physician im order-to avoid a possible mistake 
or an unpleasant situation. 


‘Te should never discuss the therapeutic ef- 
fect of a physician’s prescription with a patron 
nor disclose details of composition which the 
physician has withheld, suggesting to the patient 
that such details can be properly discussed with 
the prescriber only. 


~ 
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Where an obvious error or omission in a pre- 


. scription is detected by the pharmacist, he should 


protect the interests of his patron and also the 
reputation of the physician by conferring confi- 
dentially upon the subject, using the utmost cau- 
tion and delicacy in handling such an important 
matter. 


Angina Pectoris and Coronary Occlusion 


(Continued from Page 59) 

which is usually present. begins to recover, and 
may be from two to five centimeters smaller than 
when seen at the height of the attack. It must be 
remembered that acute abdominal disease in pa- 
tients over 50, or even over 45 years of age may 
be either referred pain from an angina, or a 
coronary disease even when all symptoms point 
to the certainty of the surgical nature of these 
acute conditions. It is wise to make a most care- 
ful examination of the entire circulatory system. 
Acute indigestion, ptomaine poisoning, paralysis 
of the bowels, etc., are terms frequently used 
when the real couliiiea:! is in the heart, or blood 
vessels. 


Replacement of Thumb Nail 

J. Eastman SHEEHAN, New York (Journal A. M. A., 
April 13, 1929), reports the case of a boy, aged 16 years, 
who suffered the loss of the nail from the left thumb. 
At the time he was examined, there was no longer any 
nail growth; at about the level of the lunula there was a 
disintegrating mass, while toward the point of the thumb 
the nail bed had given place to cicatrized tissues, warped 
and folded in leaves. There was considerable pain. It 
was evident, especially in view of the failure of previous 
interventions, that the problem was one of replacement— 
of introducing a nail that would grow. From this con- 
sideration two questions arose: Could nail substance 
transferred to an area in which growth had ceased be 
expected to grow? If so, from what area should it be 
taken, and what would be the subsequent history in the 
area to be denuded? On reflection as to the nature of 
the nail substance and as to the process of i‘s production, 
it was recognized as being as truly epithelial as the epi- 
dermis itself, and no one who has had experience with 
reconstructive surgery can fail to have been made aware 
of the complete dependability of the epidermal graft. 
The nail of the thumb of the other hand, to which the 
new one would be expected to conform, must be the 
donor, rather than the nail of the great toe, the only 
other practicable resource. The replacement of one thumb 


‘nail by a graft from the other thumb seemed therefore 


to be beyond prospect of misadventure, and the pro- 
cedure was carried out in that belief, which was com- 
pletely justified by the result. There was nevertheless a 
moment of dramatic interest when, on removal of the 
bandages, inspection disclosed that healthy growth was 
proceeding on both nails. Thus there was once more 
triumphantly vindicated the dependability of grafts whose 
dependence is on the nourishment of living epithelial cells 
by the lymph fluid present in the tissues of the base, the 


.exceptional feature in this case being the relatively exag- 
_gerated thickness of the nail substance as compared with 


the horny layer of the skin epidermis. 
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THE CANCER SURVEY 


The survey of cancer in the State of Delaware, 
which was first announced in the January issue 
of THE JoURNAL will commence within the near 
future. At a recent meeting of the Delaware 
Committee of the American Society for the Con- 
trol of Cancer semi-final plans were discussed for 
this important undertaking. The work will be 
under the general supervision of Dr. J. W. Cox, 
field secretary of the national Society, assisted 
by a force sufficient to do the work effectively. 

This survey, the like of which has never before 
been attempted in any state in the Union, will be 
most comprehensive. Statistics already available 
will be studied and analyzed under general 
groupings, such as population, state and city 
finances, health budgets, vital statistics, etc. 
Then inquiry will be made of the present facili- 


ties for the diagnosis and treatment of cancer, 
and their results collected, case histories re- 
ported will be checked, and research will be di- 
rected into the work of such lay organizations 
as homes for the aged, for the incurables, etc. 


The two factors whose co-operation will be the 
most important and of the most utility will nat- 
urally be the physicians and the hospitals. Both 
of these will receive somewhat elaborate ques- 
tionnaires which it is hoped will be fully and 
carefully filled out and returned. In fact, if there 
be any considerable neglect on the part of the 
physicians in this matter of questionnaires the 
survey will be seriously impaired, its results 
vitiated, and the good name of the State of Del- 
aware besmirched. The amount of actual labor 
devolving upon the individual doctor will be 
small, but in the aggregate it will represent an 
effort which the profession in no state has yet 
equalled. In filling out the cards it will not be 
necessary for the physician to sign his name, nor 
will the identity of any patient become known, 
even to those making the survey. 


Everyone in Delaware desires to know the 
cancer situation as it is related to the possibility 
of cure. No group is more interested than the 
physicians. The problem to be solved is whether 
available skill and existing knowledge are being 
given all the opportunity to which they are en- 
titled to reduce cancer mortality and to relieve 
suffering. 

Delaware up to the present time has evaluated 
the results produced in the field of cancer during 
the year 1923 (five years ago). On the other 
hand, many cancer institutions and specialists 
point with pride to their results. To solve these 
problems as they relate to cancer clinics, cancer 
records, and social and nursing service follow-up 
is one of the aims of the Delaware Cancer Com- 
mittee. That the conditions found in these fields 
can be improved is already evident. 


In order to bring this fact home to every phy- 
sician, and in order to get a minimum figure 
which will serve as a basis for comparison five 
years hence, the Cancer Committee is endeavor- 
ing to uncover the number of active cases of 
cancer existing today and the number of five and 
ten year cures of cancer, classified under app‘o- 
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oriate headings. Hospital records for 1923 will 
be searched. Follow-up services in order to de- 
termine the present status of the cases are being 
instituted. Return postal cards will be sent to 
every physician in Delaware asking his co-opera- 
tion to the end that he will report the number of 
cases of five and ten year cures from cancer 
which he has in his private clientele today, not 
including his out-patient and hospital ward cases. 
It is most desirable also to know the number of 
active cancer cases. 


Finally, the objects of the survey may be sum- 
marized briefly as follows: 


1. To study in its broadest sense, cancer as 
it exists in Delaware. 


2. The problem to be solved is whether avail- 
able skill and existing knowledge are being given 
the chance in Delaware to reduce cancer mortality 
and relieve suffering. 

3. To consider the most efficient ‘public 
action” designed to reduce in our time the suffer- 
ing produced by an ever-threatening disease, to 
lengthen the life of all such patients, to cure it 
when it can be cured, and last but not least, to 
prevent it where knowledge and means are at 
hand for its prevention. 

“Public action” for this purpose may be taken 
to cover every form of public effort whether 
taken voluntarily by an individual or collectively 
by a group of citizens acting independently or 
organized by central or local government. 


TuHat Row” 


Dignified daily newspapers, whose editors are 
ever alert for sensational news, whether it have a 
human interest element in it or not, have for the 
past four or five days been catching the eyes of 
millions of readers with such captions as ‘“Col- 
lezee Head Backs Schmidt in Medical Row,” 
“Bundesen Quits Medical Unit Over Schmidt,” 
“Chicago Medical Row Pulpit Topic,” “High 
Cost of Being Sick Is Now Racking Medical Pro- 
fession,” etc., etc. To them this is front page 
news, even if it did originate in Chicago, whence 
the usual front page items generally concern 
racketeers, gang murders and “pineapples,” and 
this is real news to the millions who are now get- 
ting their first glimpse into the mysteries of medi- 
cal ethics, but to the medical man such captions 
bring only a sad smile, an occasional frown, or a 
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suppressed “damn.” For the now nationally- 
known Schmidt case is, after all, a bitter subject, 
whose eauitable solution will require much study; 
it is only one more instance of the ultra-rich 
“foundation,” generally sponsored and financed 
by some really well-meaning layman, wholesaling 
at reduced rates, medical service to a group that 
largely ought to be paying the standard fees. 

Briefly, the facts seem to be as follows: In 
Chicago there was established some years ago 
the Public Health Institute, largely, if not en- 
tirely under the control of the Illinois Social Hy- 
giene League, which in turn is largely controlled 
by laymen, among whom are Marshall Field, 3rd, 
Harold F. McCormick and A. A. Sprague. This 
“Institute” is merely a venereal clinic, which ad- 
vertises. That it pays to advertise, is attested 
by Rabbi Manr, a member of the League, who 
states that in the few years of its existence the 
institute has given 3,000,000 treatments to 
140,000 Chicago citizens, at a “nominal cost,” 
earning “a few cents profit on each treatment,” 
from which profits it contributes annually some 
$36,000 a year for research, etc., at the Univer- 
sity of Chicago, Northwestern University, and St. 
Luke’s Hospital. He further stated that ninety 
per cent of the patients “make less than $3000 a 
year.” 

Next it appears that this advertising clinic was 
able to attract, by means not fully disclosed, 
some men of real attainments in the medical pro- 
fession, among them Dr. Louis E. Schmidt, pro- 
fessor of urology at Northwestern University, 
who is at present the president of the Institute. 
On April 9th last, Dr. Schmidt was expelled from 
membership in the Chicago Medical Society, be- 
cause of his connection with the Institute, where- 
upon Dr. H. W. Bundesen, president of the 
American Public Health Association, and many 
others resigned from the Society, both of which 
actions constituted the aforesaid front page news. 

Looking at this particular affair, it is evident 
that the Medical Society did the proper thing, 
the only wonder being that it was not done long 
ago. An ethical medical society cannot tolerate 
within its membership a physician who advertises 
or who is actively engaged in or connected with 
an institute or clinic which advertises for patients 
in lay channels. Advertising in the strictly medi- 
cal media, which reach solely a professional clien- 
tele, has been, is now, and always will be ethical, 
the only rule governing here being the common- 
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sense one of complying with the local custom. 
But to make a direct appeal to the public, 
through some public mechanism, for patronage, 
is repugnant to the ideals of a profession whose 
ethics have been evolved after centuries of re- 
fining in the crucible of experience, and those 
who go astray, be they individual or corporation, 
must be prepared to meet the wrath of their more 
upright conferes. 


Into the instant case there has been injected, 
chiefly by the defense, the ever-increasing cry 
that the clinic provides treatment at a cost the 
patient can afford, as opposed to the fees de- 
manded by the physicians in their private prac- 
tice, which ninety per cent of the public cannot 
afford. This is specious argument, as it is not 
based on the actual rates charged by private phy- 
sicians, on the actual family income, the num- 
ber of non-earning dependents, etc., but on the 
arbitrary level set up by a group, who are able 
to sell their scheme to some man of large means. 
Just where independence ends and charity, in 
whole or in part, begins, is a problem for each 
community to settle for itself. For instance, in 
Chicago the general living costs may be so high 
that the workman who gets $3000 cannot afford 
to pay his doctor, yet we feel that any man 
making $60 a week, even if there be three or four 
persons to support, can pay the reasonable fees 
his doctor would charge, for, regardless of fee- 
schedules, we all, except a few high-brows and 
the frank profiteers, have to cut our cloth ac- 
cording to our pattern. There is, of course, a 
stratum in our body politic whose margin be- 
tween income and outgo is so small that it has to 
“go shopping” for its medical service the same 
as it goes shopping for its clothes—at the cheap- 
est place it can find, and still get value for its 
money. This stratum is to be found in the lower 
ranks of the middle classes, and it is they who 
patronize such clinics as the Chicago one, the 
Cornell Clinic in New York, and others. They 
can, and wish to, pay something; frank charity 
is repulsive to them, so they are not to be seen 
in the free wards or free clinics, but in the part- 
pay clinics, and there is much to be said from 
their viewpoint. But, almost any private doctor 
would make his bill fit the patient’s purse, if only 
the patient would be frank about it at the very 
outset. This hue and cry about the high cost of 
being sick applies much more to the hospitals 
than it does to the physicians, yet even the hos- 


pitals sell a bed per day as cheaply as they can, 
and if the national average is somewhere between 
five and six dollars per day as the actual cost of 
maintaining a bed, there must be provided beds 
in cubicles or in endowed semi-private rooms, 
such as Mr. William Bauernschmidt has given 
in Baltimore, that can be sold for two to three 
dollars per day, so that this self-respecting class 
who can and wish to pay something will not be 
forced to accept the frank charity of the public 
wards. 

As it appears to us, this Chicago case is about 
to cause a serious split in the Chicago Medical 
Society, and it is to be hoped that the question 
of physicians’ fees, clinic fees, or hospital fees 
will not be allowed to becloud the issue. Endowed 
clinics for part-pay patients are already here, 
several of them, and it is fair to assume that ul- 
timately a solution will be found that will be 
equitable to the profession and to the public as 
well. In Chicago, the Julius Rosenwald Founda- 
tion is already at work, and the Edward N. Hur- 
ley one is proposed; in all such clinics a scheme 
must be evolved that will not pauperize a hitherto 
independent portion of the public nor, on the 
other hand, socialize the profession of medicine 
and reduce practitioners to the status of mere 
hirelings. Both of these will certainly come if 
some of the tendencies and practices of some of 
the clinics under the various foundations are not 
curbed. The Institute under discussion, for ex- 
ample, admits all classes of people, regardless of 
their economic status. 

Time will tell, and we have enough faith in 
the inherent fairness of mankind to believe that 
all these medico-economic problems will be satis- 
factorily solved, but in the meantime there can 
be no compromise in the warfare against the 
medical man or the medical institution that 
blatently and commercially advertises for the 
patronage of the public. 


Felons, Acute Lymphangitis and Tendon 
Sheath Infections 

The differential diagnosis of a felon, an acute lymphan- 
gitis and a tendon sheath infection SuMNER L. Koca, 
Chicago (Journal A. M. A., Apri! 6, 1929). says depends 
on definite symptoms and signs which can be read |y 
recognized if they are kept in mind and sought for. “0 
make such a diagnosis is of the utmost importance, ‘or 
the avoidance of bone destruction in the case of a feion 
and of tendon necrosis in the case of a tendon sheath 1- 
fection depends on early incision and drainage. In ‘ae 
treatment of an acute lymphangitis, on the other hand, 
abstinence from surgical treatment is imperative if one 
is to avoid the possibility of converting a local infection 
into a general septicemia. 
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‘EDITORIAL NOTES 


Doctor: 

THE JOURNAL and the Cooperative Medical Advertising 
3ureau of Chicago maintain a Service Department to 
nswer inquiries from you about pharmaceuticals, surgi- 
al instruments and other manufactured products, such as 
-oaps, clothing, automobiles, etc., which you may need in 
vour home, office, sanitarium or hospital. 

We invite and urge you to use this Service. . 

It is absolutely free to you. 

The Cooperative Bureau is equipped with catalogues 
cnd price lists of manufacturers, and can supply you 
information by return mail. 

Perhaps you want a certain kind of instrument which is 
not advertised in THe JOURNAL, and do not know where 
to secure it; or do not know where to obtain some au- 
tomobile supplies you need. This Service Bureau will 
cive you the information. 

Whenever possible, the goods will be advertised in our 
pages; but if they are not, we urge you to ask THE 
JouRNAL about them, or write direct to the Cooperative 
Medical Advertising Bureau, 535 N. Dearborn St., Chi- 
cago, Illinois. 

We want THE JOURNAL to serve you. 


May 12th is National Hospital Day. The date 
selected, appropriately, is the birthday of Flor- 
ence Nightingale, who did more to revolutionize 
the service a hospital renders than any other 
single individual in history. In recent years the 
custom has prevailed of having “open house” at 
the hospitals on this day, the premises being open 
for inspection, with the added inducement of 
light refreshments. This custom is very gener- 
ally observed in Delaware, and we urge every 
physician not only to go to the hospitals on that 
day but to urge his friends to go. 


Some years ago there were a few old, musty 
medical books, reserved in a separate group at 
the Wilmington Free Public Library. We are 
not so sure but that the same books are still 
there, only older and mustier. But the nucleus 
of a medical library is housed temporarily at the 
Delaware State Hospital at Farnhurst, having 
been authorized by the Medical Society of Del- 
aware in 1927. Did you know about it? Or, 
had you forgotten? At any rate, it is there, 
awaiting its predestined usefulness. 


We have seen several little bouquets concern- 
in. THE JOURNAL in our exchanges, without feel- 
ins unduly puffed up or acquiring gradiose ideas, 
bu’: we are more than usually pleased to read the 
comment Editor Hammond makes in the March 
issue of the Pennsylvania Medical Journal. We 
were most pleasantly associated with Dr. Ham- 
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mond for five years in the publication of the 
Atlantic Medical Journal. We quote him: 
“We congratulate the Delaware State Medical 
Society upon the appearance of its new journal, 
and extend best wishes to our former colaborers 


for continued success. 


THE JOURNAL is ably edited by Dr. William 
Edwin Bird, of Wilmington, who will be thrilled 
by the service he will be able to render his State 


Society. The number of pages of advertising 


speaks well, also, for the activity of those in 
charge of this feature. We know from past ex- 
perience that this publication will continue to 
uphold the high ethics of medical journalism, 
and will ably and creditably reflect the activities 
of the Delaware State Medical Society.” - 


Things often come in threes: triplets always do. 
We hope the triad of deaths among the doctors in 
or near Wilmington is final: we hope it does not 
become a quad. In a short space of time, Dr. 
Booth was killed by a railroad train, Dr. Elle- 


good died from cardiac disease, and Dr. Frederick 


died from anemia. 


We congratulate the Delaware State Hospital 
on the opening of its new Training School for 
Nurses, which will take place May Ist. The 
school will provide the regular course of three 
years, the first and third to be given at Farn- 
hurst, and the second year at some Delaware hos- 
pital, where, through affiliation, those subjects 
not available at Farnhurst will be taught. The 
school, which opens with three students, will fill a 
distinct need at the institution. 


OBITUARY 


Joshua Atkinson Ellegood 


The profession of this State lost one of its ac- 
knowledged leaders when death claimed Dr. 
Ellegood on April 2, 1929, of heart disease, at 
Orlando, Fla. Dr. Ellegood was born in Concord, 
Sussex County, on September 28, 1859, the son of 
Dr. Robert G. and Mrs. Elizabeth Ellegood. He 
was educated in the public schools, the Seaford 
Academy, and by private tutors. His medical 
education was obtained at Jefferson Medical Col- 
lege, where he was graduated in 1881. He then 
took post-graduate courses in New York, London 
and Vienna. 
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Early in his career he located in Wilmington 
and became one of the pioneer specialists in eye, 
ear, nose and throat diseases. His practice soon 
became so large that an associate was necessary. 
Dr. Ellegood was a good student throughout his 
career, and he was a frequent attendant at medi- 
cal clinics and congresses. 

He was a member of the New Castle County 
Medical Society, Medical Society of Delaware, 
American Medical Association, American Col- 
lege of Surgeons, Academy of Ophthalmology, 
Academy of Oto-Largnyology, Wilmington Club, 
Wilmington Country Club,’ Sons of Colonial 
Wars, Wilmington Whist Club, Rotary Club, Art 
Club of Philadelphia, Hope Lodge, A. F. and 
A. M., Laurel, Del., Delta Chapter, St. John’s 
Commandery, LuLu Temple, Trinity P. E. 
Church, Episcopal Club, and the Social Service 
Club. 

He is survived by his wife and daughter, who 
were present at the time of his death. He was 
buried April 5, 1929, in Wilmington-Brandy- 
wine Cemetery, after services in the chapel, con- 
ducted by Bishop Philip Cook and Rev. Dr. 
Frederick M. Kirkus. Resolutions in memor- 
iam were read before the New Castle County 
Medical Society at its April meeting, and or- 
dered spread upon the minutes. 


Silas C. Frederick 


The homeopathic profession in Wilmington 
suffered a great loss when, on April 4, 1929, Dr. 
Frederick died at his summer home at Ventnor, 
N. J., following an illness of over two years with 
anemia. 

Dr. Frederick was born at Cockeysville, Md., 
in 1871. He was educated in the public schools 
and received his medical education at the Balti- 
more Medical College and the Southern Homeo- 
pathic Medical College, from which he was grad- 
uated in 1895. His entire professional career was 
in Wilmington, many of his activities being of a 
public character. For three years, 1917-1920, he 
was a member of the city Board of Health, serv- 
ing as its president the last year. He was also a 
past president of the State Homeopathic Society. 

Dr. Frederick was a member of the New Castle 
County Medical Society, Medical Society of Del- 
aware, American Medical Association, American 
Institute of Homeopathy, Lafayette Lodge, A. F. 
and A. M., and Grace M. E. Church. He is sur- 
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vived by his wife and one daughter. The funeral! 
services were held at the Chandler Funeral Par- 
lors, and were in charge of Rev. Dr. Benjamin 
M. Johns. Interment was in Wilmington-Bran- 
dywine Cemetery. Resolutions in memoriam 
were read before the New Castle County Medica’ 


Society at its April meeting, and ordered spread 


upon the minutes. 


MISCELLANEOUS 


Typhoid Infection Per Rectum 


An unusual if not unique method of conveying 
the organisms of typhoid fever from one person 
to another is recorded by Dr. C. R. Hervey, 
district state health officer, in the February num- 
ber of the American Journal of Public Health. 

During January and February 1928, 13 cases 
of typhoid fever occurred in a group of surgical 
patients in a general hospital. The outbreak 
was explosive, or at least semi-explosive in char- 
acter, all the cases occurring in a period of a 
little over 3 weeks. The age incidence ranged 
from 8 to 79 years, although only 3 of the cases 
were under 25 years of age. 

With one exception, all cases were confined to 
the second floor of the hospital, on which were 
17 rooms and a small ward of 4 beds. Four of 
the rooms contained 2 beds each, which were oc- 
cupied at the time in question. In 9 of the 
rooms on this floor, and in 1 room on the first 
floor, typhoid cases occurred. 

The onset of the first case was probably Jan- 
uary 24, but the presence of typhoid was not 
suspected until February 5, when the third case 
in the series died, and an autopsy showed ty- 
phoid lesions. Following this, typhoid organ- 
isms were demonstrated in all cases by labora- 
tory tests of blood, urine, and stools. 

Incubation periods, as nearly as could be de- 
termined, were as follows: 4 days in 3 cases, 6 
days in 2, 7 days in 3, 8 days in 2, and 9 days in 
3. The average period was between 6 and 7 
days. This is about one-half to one-third the 
usual incubation period in typhoid by infection 
per mouth, though incubation periods as short 
as 2 and 3 days have been ascribed to cases 59 
infected. 

All the cases had been on the Harris drip and, 
with one exception, occurred after surgical opera- 
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tions. The exception was a patient with car- 
cinoma, who received the drip as a sustaining 
measure. 

The drip containers were not suspected until 
February 13, by which time 9 cases had de- 
veloped. They were sterilized on this date. The 
onset of the last case was 6 days later, on Feb- 
ruary 19. 

No one in the hospital developed typhoid who 
had not received the drip from the apparatus 
on the second floor. 

Contact between cases other than by the drip 
medium was investigated but no other source of 
infection was found. Patients in rooms with 
cases which contracted typhoid by the drip ap- 
paratus escaped the disease unless they also were 
thus exposed. 

Transmission of the disease is therefore at- 
tributed to the practice of using the same Harris 
drip apparatus interchangeably among patients 
without sterilization. The Harris drip appara- 
tus consists of a container for fluid, and a rub- 
ber rectal tube. Unlike the Murphy drip, the 
Harris drip container is placed at the side of 
the patient at the level of the abdomen, and the 
fluid allowed to flow under very low pressure. 
As there are no check valves the containers are 
subject to gross contamination when a reverse 
flow occurs during vomiting, straining, or the ad- 
vance of gas or feces in the bowel. At the time 
of the outbreak it had been the procedure to 
sterilize the tubing, but the containers were 
rinsed in tap water only. 


Case 1 developed typhoid on the 14th day 
after admission to the hospital and it is not un- 
reasonable to postulate that he was infected be- 
fore admission. No other sources of infection 
were found on laboratory examinations of the 
excreta and blood of other patients, attendants, 
etc. 

A hypothetical sequence in the exchange of ap- 
paratus, compatible with known facts, has been 
shown, which would account for the entire epi- 
demic, 


Bronchoscopy 
The Graduate School of Medicine of the Uni- 
versity of Pennsylvania begs to announce to the 
medical profession that with the opening of the 
newly built and equipped Chevalier Jackson 
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Bronchoscopic Clinic of the Graduate Hospital 
of the University of Pennsylvania, it is even bet- 
ter prepared than previously to continue the 
teaching of peroral endoscopy. This newest of 
Bronchoscopic Clinics, which has been designed 
by Dr. Jackson for his personal work, is a model 
headquarters for such work, as conducted by Dr. 
Jackson and his associated staff in the Broncho- 
scopic Clinics of the two large teaching hos- 
pitals of the University of Pennsylvania (Uni- 
versity and Graduate Hospital). The non- 
clinical portion of the teaching is done in the 
anatomic and research surgical laboratories of 
the University. The total of the teaching fa- 
cilities thus provided: personnel, clinical equip- 
ment and material, and laboratory equipment and 
material, are believed by the University to be 
ideal for the purpose. 

Such teaching and related research constitutes 
a portion of the long courses, one to three years’ 
duration, provided by the Graduate School of 
Medicine of the University of Pennsylvania, for 
physicians who pursue studies in the whole field 
of otolaryngology. 

The Graduate School of Medicine, however, 
has also taken the utmost care in providing a 
series of two weeks’ intensive studies designed for 
otolaryngologists and surgeons who desire to 
profit by the best contact with Dr. Jackson and 
his associates in courses for specialists. This 
circular particularly concerns such courses. 


Two Weeks’ Courses in Laryngoscopy, Broncho- 
scopy and Esophagoscopy for 
Specialists 


Future dates for such courses, so far as now 
fixed, are: January 28 to February 9, Febru- 
ary 25 to March 9, April 8 to April 20, August 
5 to August 17, November 4 to November 16, 
and December 9 to December 21, 1929; Jan- 
uary 27 to February 8, February 24 to March 
8, and April 7 to April 19, 1930. 

The courses include about six hours daily of 
intensive study, consisting of lectures, lantern and 
drawing demonstrations; endoscopic clinics; 
practice, in the technic, upon cadavers and dogs. 
Topics discussed are: uses, dangers, indications 
and contraindictions in peroral endoscopy; diag- 
nosis of foreign bodies in the air and food pas- 
sages; the solution of the mechanical problems 
offered by various types of foreign bodies; bron- 


70 DELAWARE STATE MEDICAL JOURNAL 


choscopy in diseases of the lungs; and broncho- 
scopy as an aid to the internist and the thoracic 
surgeon. 

The courses are —s to twelve registrants 
(no one should come to Philadelphia for these 
courses without having first secured registration 
by correspondence). They are intended for 
qualified surgeons or otolaryngologists who de- 
sire an intimate view of this very important sub- 
ject. Those who take this course are required to 
provide themselves with certain books and with 
certain instruments for individual practice. 
Physicians whose visual acuity cannot be brought 
up to 20/20 by refractive correction are visually 
unfitted for peroral endoscopy. The fee is $250, 
of which $25 is to be paid at registration and 
$225 at matriculation. 

Those qualified and desiring registration 
should address communication: “Dean, Grad- 
uate School of Medicine, University of Pennsyl- 
vania, Philadelphia, Pa.” 


World’s Largest Pharmacy 


The greatest drug store in the world will be 
found in one of the most backward countries of 
the world. It exists, says the London Globe, in 
Moscow, and is considerably more than two hun- 
dred years old. Its title is the “Old Nikolska 
Pharmacy,” and since 1833 it has been in the 
family of the present proprietor. It is a building 
of imposing dimensions, with many departments, 
including one of professional education for the 
staff, which numbers seven hundred persons. 
They make up about two thousand prescriptions 
a day, and so perfect is the organization that an 
error is seldom recorded.—The Trio. 


CORRESPONDENCE 


It is quite unusual to use space in a reputable medical journal to 
print such a letter as follows, but since most of our readers have not 
the slightest conception of ‘either the importunities that come to 
an editor, or of the tremendous hold in the public mind that cancer 
has, we publish the following for your edification. an 

—Editor. 


Norfolk, Va. 
March 23, 1929 
Dr. W. E. Bird, 
Wilmington, Del. 
Dear Sir: 
It is my belief that, after many years’ study 
of the subject, I have found the cause which pro- 
duces cancer; and if my theory is correct, its 
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cure should be a very simple matter in most 
‘cases. In pursuance of my convictions on the 
subject, I have been engaged for the last six 
months in writing a little book outlining my 
theory, and presenting the evidence upon which it 
is based. However, having noted in a recent ar- 
ticle by Dr. Bloodgood, of Johns Hopkins Uni- 
versity, that approximately 110,000 Americans 
are dying annually from this disease, I feel that 
it would be criminal for me to withhold from the 
medical profession the details of my discovery, 
(as I conceive it to be), until the publication of 
such a book, at a later date; besides, as an honest 
man, I feel that it would not be right for me to 
publish a book for sale until my theory has been 
tested out by physicians. I have, therefore, con- 
densed my paper into a little pamphlet, embody- 
ing all of the features of the large work, for phy- 
sicians only,—This pamphlet will comprise only 
about 10 or 12 pages, and the stencils are being 
cut by me, and copies will be sent, free of charge, 
to the leading hospitals of America. It will be 
completed and ready for mailing, in mimeo- 
graphed form, on or about April 1, 1929. 

It has occurred to me that there may be phy- 
sicians who would be interested in this subject, 
and who would like to have a copy of my paper: 
and I will undertake to have a few additional 
copies run off for such physicians at $1.00 each, 
if the order is received not later than April 5, 
after which date it is my purpose to destroy the 
stencils, and no more copies will be available 
thereafter. I am, therefore, sending this mimeo- 
graphed letter today to a selected list of twenty- 
five doctors in all parts of the country. I will 
probably not send out any more such letters, es- 
sentially for the lack of time. 

Frankly, my presentation of the case is largely 
theoretical, and I may be all wrong, as others 
have been, in which case my paper is worthless. 
On the other hand, it is beyond value, if I am 
right. It is entirely immaterial to me whether 
any particular physician secures a copy of the 
pamphlet, and if I do not hear from you by 
April 5, I will assume that you do not want me 
to have a copy made for you. I have not the 
time to answer any letters on the subject at ‘he 
present time, and will not write you again, un:ess 
I hear from you. 

It is my hope that I can get out my book 
within the next three months, at the latest; .nd 
all who receive a copy of this pamphlet, and re- 
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port to me the result of any tests they have made, 
whether successful or unsuccessful, will be sent 
2 copy of the book free. I am inclosing a ten- 
tative draft of the introduction to my pamphlet, 
which will give you an idea of my claims. I do 
not want to make any mystery of the matter, but 
] have promised myself that I will not give any 
information as to the nature of my theory to 
ony one until the paper is copyrighted and is- 
sued, for reasons which will be apparent to you. 

To those physicians who desire it, I will in- 
close, without additional expense, a brief state- 
ment of the method of treatment which I have 
followed in the few experiments I have made. 
All physicians, however, would be at liberty to 
use their own judgment in this matter. 

Very truly yours, 
FRANK D. BECKHAM, 
1017 Westover Ave., 
Norfolk, Va. 


Origin of Cancer 
By Frank D. Beckham 
INTRODUCTION 


Who can contemplate the sufferings of human 
beings in the last stages of cancer, without paus- 
ing to consider whether we may not be able to 
discover the cause of this dreaded disease? And 
who has not realized the urgent need of finding 
the means of its prevention and cure? Many of 
the ablest minds of the medical profession have 
been wrestling with this problem for decades; 
and although their efforts have been redoubled 
during recent years, it is uniformly admitted by 
scientific investigators that no cure has hitherto 
been discovered, although much has been done 
towards retarding the progress of the disease, and 
alleviating the sufferings of its unfortunate vic- 
tims. Any suggestion, therefore, that offers hope 
for an absolute cure of this disease deserves the 
thoughtful and earnest consideration of all hu- 
mane people. 

!t has fallen to my lot to observe rather closely 
the progress of cancer in a number of cases, and I 
have made a close study of the disease during 
the last 18 years. As a result of my observations, 
‘it is my profound belief that I have discovered 
the cause which produces cancer; and I am of the 
firm opinion that the removal of this cause will, 
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in the vast majority of cases, result in a complete 
cure in a comparatively short time. 


When the late Dr. Goldberger announced that 
pellagra was caused by dietary deficiencies, his 
statement was received with tolerant scepticism; 
but now no informed person entertains a doubt 
that this devoted physician has finally solved the 
mystery of this once dreaded ailment. Cancer is 
herein demonstrated, largely by circumstantial 
evidence, to be brought on as the result of an 
agency quite as simple as in the case of pellagra, 
though of an entirely different nature. It is only 
within the last six months that I have secured 
the evidence which was necessary to satisfy my 
mind regarding the soundness of my theory, and 
the nature of my occupation is such that I have 
had comparatively little opportunity to put my 
theory to a satisfactory test; but it will be an 
easy matter for the medical profession to sub- 
stantiate or disprove the theory advanced in the 
following pages, in a relatively short time. 


This paper has been prepared hurriedly, after 
the office hours of a very busy man, and those 
possessed of a critical tendency will doubtless 
find ample opportunity to point out errors and 
imperfections. It is hoped that such defects will 
be overlooked. Further study and revision would 
entail loss of time, and it is my supreme desire 
to present my views to the medical profession at 
the earliest possible date, in the hope that some 
suffering may be avoided, and lives saved. In 
view of the widespread prevalence of the disease, 
and its alarming increase from year to year, I 
believe it to be my sacred duty to present my 
conclusions to those interested, without awaiting 
the opportunity to personally experiment further 
along the lines suggested; and this monograph is 
intended solely for the consideration of the medi- 
cal profession, the members of which are in a 
better position than I to make practical tests of 
my theory, besides being vastly better qualified to 
do so. I am an elderly man, and a solemn con- 


. viction of duty to the human race impels me to 


make public my views upon this subject; and in 
the name of our common humanity, I appeal to 
the enlightened members of the medical pro- 
fession into whose hands this paper may fall, to 
make an early and full trial of the principles ad- 
vanced. In my undertaking, I humbly beseech 
the aid of Divine guidance, from whence comes 
all things that are good and valuable. 
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solutely controlled by the faculty and several hospitals devoted to specialties, in which clinical teaching is 
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